EDITORIAL

Abuse in South African maternity settings is a disgrace:
Potential solutions to the problem
Abuse of patients by healthcare staff in maternity
settings has been reported globally, in high- and lowincome settings.[1] Such behaviours include verbal
abuse, physical abuse, non-consensual care, non-confidential care, neglect, abandonment of care and bribery.
Review articles suggest that the causes are multifactorial, including lack
of professional support for healthcare workers, hierarchical work relationships, excessive workload, inadequate staffing levels and poor infrastructure.[1] A World Health Organization statement in 2014 emphasised
that the problem of disrespect and abuse of women during facility-based
childbirth is a global phenomenon requiring urgent attention.[2]
In South Africa (SA) the problem has been documented and
studied over many decades[3-5] and was described by Prof. Lynette
Denny, Head of the Department of Obstetrics and Gynaecology at the
University of Cape Town, as ‘one of the world’s great disgraces’ (personal
communication). Studies in maternity facilities have documented staff
rudeness, arbitrary acts of unkindness, clinical neglect, verbal abuse,
psychological abuse, physical assault and sexual violence.[6-8] Studies
in community-based maternity care facilities found that many women
express expectations of being ‘shouted at, beaten or neglected’.[6]

The context of maternity services
in SA

Healthcare workers’ working environments are influenced by physical, social and psychological factors that result in a range of occupational stressors[9,10] and affect the staff-patient relationship and
the quality of care provided. SA public sector facilities serve 85% of
the population.[11] An unequal healthcare system, inherited from the
apartheid era,[12] is characterised by maldistribution of health workers
and resources,[11,13] poorly funded facilities and a lack of mentorship
and leadership,[14,15] demoralisation and a lack of motivation,[6,12,16,17]
high responsibility, excessive overtime demands, task overload and an
ever-burgeoning demand for health services.[15] Abusive behaviour in
this context may result from staff ’s perceived sense of powerlessness
to intervene.
Studies documenting the prevalence of diagnosed antenatal and
postnatal depression in SA have shown rates of 47%[18] and 34%,[19]
respectively. Despite this, primary healthcare providers are not trained to
detect mental illness,[20] and their working environment does not provide
the resources or support structures that they need in order to offer the
appropriate care.[21] The additional emotional burden imposed by mental
illness in this setting can compound exhaustion, burnout and compassion
fatigue among staff.[11] This may contribute to the development of common
mental disorders among staff themselves, which in turn may further
exacerbate their disengagement from or abuse of their patients.[22]
The dysfunctional relationship between healthcare worker and
patient can be exaggerated by the vulnerability of being in labour[7,23]
and the fact that for a range of reasons many women in the SA setting
have no birthing companion.[6,24-26]
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Solutions: Global and national
initiatives to address abuse of women
in labour

The rights-based approach provides an important framework
to address the problem of abuse of maternity patients and seeks
to ensure accountability of health professionals and managers
for poor quality of care.[27] There are two critical components of
quality of care: firstly, evidence-based effective care to reduce
adverse maternal and perinatal outcomes, and secondly, patientcentred care in which women are treated with respect and
dignity. Care for health workers themselves is a vital element of
the latter.[28]
There are examples of initiatives at global and country level to
address abuse of women in labour and promote effective care. These
include the Humanising Childbirth Movement (predominantly South
America),[29] the Better Births Initiative (SA),[30] and more recently the
Respectful Maternity Care Movement (Mozambique, Ethiopia)[31-34]
and the Heshima Project (Kenya).[34]

The Patient-Centred Maternity Care
Code in the Cape Metro

This was introduced in 2013 in response to complaints from women about
their care and widespread observations by 4th-year medical students of
disrespectful behaviour by maternity health staff. A meeting was convened
by the head of the Cape Town Metro District Health Services and senior
academics from the departments of Public Health and Obstetrics and
Gynaecology of the University of Cape Town, and a task team was established.
A code for patient-centred maternity care was developed that includes zero
tolerance for abusive or disrespectful behaviour, but also addresses health
system problems which may contribute to such behaviours.
The objectives of the code are as follows:
• Every woman or every couple seeking maternity care has the right to
effective healthcare and the right to be treated with respect and dignity.
• Every woman or every couple has the right to information about
pregnancy and the necessary obstetric care.
• Every woman to have a chosen personal and/or facility-provided
companion while in labour.
• Maternity facilities to be responsive to the communities they serve.
Each objective includes a list of specific actions, for example friendly
reception, a respectful approach by the health worker to the woman
in labour, and supply chain/infrastructure improvements. Monitoring
and implementation tools have been developed. Educational and
information pamphlets about maternity care, companions and the
code have been produced.
The code, which has been formally adopted as Western Cape
Health policy, coheres with Western Cape Health’s strategy of ‘patientcentred care’, the core values of which are Caring, Competence,
Accountability, Integrity, Responsiveness and Respect (C2AIR2).
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The process has been slow to implement, with many challenges
identified by an initial participatory action research evaluation
(J Rucell, School of Politics and International Studies, University
of Leeds, UK – personal communication to the Metro task team,
December 2013). It was difficult to get ‘buy-in’ from all staff, and
there was fear of disciplinary action or suspension. There were
challenges in providing proper debriefing mechanisms and adequate
training, and in addressing infrastructural and procurement
problems.
The programme has now been decentralised to the substructure
level, where there will be a multidisciplinary approach to promoting
patient-centred maternity care with inputs from medical and nursing
schools, managers and healthcare staff in maternity facilities.

Birth companions as a method
for improving women’s experience
of care in labour

One maternity care practice for which there is considerable evidence
of benefit is that of providing companions and emotional support for
women in labour. This can be in the form of a personal companion
(partner, mother, aunt, etc.), or a lay supporter or ‘doula’ (a woman
who cares for other women). A Cochrane review in 2011 of 22
randomised controlled trials involving 15 000 women and investigating
‘continuous support for women during childbirth’ showed the following
significant benefits: women were more likely to have spontaneous
birth, less likely to require intrapartum analgesia, and less likely to
report dissatisfaction; their labours were slightly shorter; they were less
likely to require caesarean section, instrumental delivery or regional
analgesia; and they were less likely to have a baby with a low 5-minute
Apgar score.[35] Despite there being more evidence for this practice than
for many other interventions in labour, its implementation in public
sector maternity wards is often impeded by infrastructural problems
such as poor security, lack of privacy and a lack of enabling policies.

Healthcare worker training and
emotional support: The Secret History
method

The Perinatal Mental Health Project[36] at the University of Cape Town
developed the Secret History training method in 2004. The project
has used this approach in a wide variety of settings with a range
of healthcare workers, and the training has undergone qualitative
internal and external evaluation. The aim is to improve empathic
engagement skills of healthcare staff working with mothers.
The group role-play facilitates an enactment of typical dysfunctional
responses between healthcare worker and patient through a case story
unfolding between them, over the course of pregnancy and labour,
and postnatally. The secret history of each character is revealed in
stages. Participants have a chance to ‘play’ one of the two roles and are
then asked to switch roles half way through the story. At each phase
of the story, the players are asked to identify their feelings and needs,
both as the healthcare worker and as the mother.
Identifying with ‘the other’ is a critical element of the training and
allows for dissolution or reframing of unhelpful cognitions. A process
of reintegration of self and ‘other’ follows. This allows participants to
engage with a wider context of maternal care, one which encourages
empathy for the ‘other’ and validates sympathy for the ‘self ’. Participants
are then able to develop their own solutions to address difficulties in the
workplace and interpersonal challenges with colleagues and patients,
and to be more supportive of the needs of patients and each other.

Conclusions

Disrespect and abuse of women during childbirth is an infringement
of women’s human rights and a deterrent to seeking care, thus resulting
in adverse pregnancy outcomes. It is therefore each healthcare
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worker’s professional and ethical obligation to report observed abuses
to senior management.
The promotion of respectful maternity care requires attitudinal
changes by staff, staff support mechanisms, adequate training,
appropriate infrastructure, functioning procurement processes, and
effective clinical and managerial governance.
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